Palliation of dysphagia due to malignant obstruction of the oesophagus by passage of the Celestin tube is described in 36 cases. Although there was a high initial mortality, this was most marked when the tube was used to palliate dysphagia due to enlarged posterior mediastinal glands. Satisfactory palliation was obtained in all but one patient, and four patients survived more than six months in relatively good health. Tracheo-oesophageal fistula responded particularly well to the use of the indwelling tube. Gastro-intestinal bleeding and wound complications accounted for the main morbidity following the procedure.
Dysphagia requires palliation when the diseases which produce malignant oesophageal obstruction present at a stage when resection is not feasible or when therapy by irradiation has proved inadequate. Many attempts to produce a satisfactory form of palliative intubation have been made and the modification of the Mousseau-Barbin tube, described by Celestin in 1959, is now commonly in use. However, this form of treatment may not be effective in enabling the patient to swallow normally, while complications resulting from the combined per-oral and trans-abdominal manipulations may make the patient's remaining days less comfortable. For these reasons the notes of patients in whom this procedure had been performed were reviewed to see if Celestin intubation was an effective method of palliation.
PATIENTS
Thirty-six patients suffering from dysphagia caused by carcinoma of the oesophagus or cardia, or as a result of compression of the oesophagus by malignant glands in the posterior mediastinum, were treated by insertion of a Celestin tube between July 1960 and March 1968. Figure 1 shows the ages of these patients; 15 of them were more than 70 years old. In 27 patients there was a definite contra-indication to resection, either because metastases were clinically apparent or because direct spread of the growth to adjacent structures prevented resection at exploration. Nine patients were too frail for exploration. At theltime of operation 21 patients were able to take liquids only by mouth and regurgitation was a frequent and distressing symptom. The remaining 15 were able to swallow soft food or semi-solids. All were distressed by their dysphagia and all had lost weight. Table I shows the type of disease that caused dysphagia. There were 16 cases of primary squamous carcinoma of the oesophagus and 10 of carcinoma which arose in or invaded the cardia and which were shown histologically to be adenocarcinoma. One of the patients with carcinoma of the stomach had the tube inserted because of dysphagia due to malignant stricture of the oesophago-gastric anastomosis following gastrectomy. The remaining 10 patients had carcinoma of the bronchus with metastatic involvement of the posterior mediastinal glands producing dys-599 phagia. In these 10 the primary disease had been treaited earlier by irradiation or resection, but subsequent radiotherapy to the glands had not improved the ability of the patient to swallow. Three patien;ts had a malignant tracheo-oesophageal fistula.
TECHNIQUE
The tube is inserted as described by Celestin (1959) . A preliminary oesophagoscopy is required to show the upper level of the obstruction and dilatation of a stricture may be needed. Care is necessary when introducing the tube to follow it with the oesophagoscope so that buckling of the funnel can be detected and further traction on the tube stopped. If the upper limit of the stricture appears to extend higher on the anterior or posterior wall of the oesophagus that portion of the funnel of the Celestin tube may be cut away prior to introduction. This will prevent buckling of the rim and possible obstruction to swallowing. With the more elastic strictures due to extrinsic compression care must be taken to avoid pulling the funnel too far into the stricture.
Irradiation was not used post-operatively in the patients in this series, either because the condition of the patient was judged to be too poor or because it had been used pre-operatively without effect. Figure 2 shows the survival time in weeks. Ten patients died within the first week of insertion of the tube and over half the patients were not alive at the end of the first month. Four patients lived longer than six months in relatively good health and the longest survivor died eight and a half months after insertion of the tube. The precise cause of death was only ascortained by necropsy in a few patients. Most patients died of pneumonia or metastases.
RESULTS

SURVIVAL
If the three main groups of patients are subdivided from the point of view of survival (Table  II) At operation the oesophagus was perforated on two occasions. In one patient this led to death on the second post-operative day, but the other survived until the third week. In three other patients the pilot bougie entered the stomach submucosally and the mucosa had to be incised to permit extraction of the bougie and fixation of the tube. In no case did complications ensue as a result of this manceuvre. Two other patients, dying respectively in the third and seventh post-operative weeks, were noted at necropsy to have a mediastinal abscess from perforation of the growth by the funnel of the tube. In each case introduction had been uneventful.
Although pneumonia was frequently noted in patients who died in hospital, other systemic illnesses were rare in view of the age and poor general state of many of the patients. Deep vein thrombosis was noted in only two patients, while one patient died of a massive pulmonary embolus and one of myocardial infarction. RESTORATION OF SWALLOWING (Table IV) Relief of symptoms was assessed in all patients except in four who died before this could be done. Of the remainder, only two obtained no palliation of their dysphagia. Although half the patients died within three weeks of insertion of the tube their swallowing was improved during the time they were alive.
Prior to operation 21 of the 36 patients were able to swallow liquids only. In some of these, dysphagia was almost complete and regurgitation patients with tracheo-oesophageal fistula causing distressing symptoms. One patient died on the day after operation from haemorrhage and inhalation of blood. The second survived for eight days and during this time ate a complete Christmas dinner. The third patient died nine weeks after operation, having been swallowing normally during much of this time.
DISCUSSION
In order to be acceptable a palliative procedure must relieve symptoms with minimal morbidity. If the disease which is being palliated is a fatal one with distressing terminal symptoms a high mortality may be accepted in an attempt to relieve such symptoms. This is the case with carcinoma of the oesophagus or stomach causing dysphagia.
Resection may not be possible because of local involvement, while in other cases the poor general condition of the patient will not permit the thoraco-abdominal operation that is required to bypass an obstructive lesion. Even in those cases where a jejunal bypass is performed, palliation may not be satisfactory and a mortality of up to 60% has been reported by Barnard, Kilroy, and Kennedy (1966) . Palliation for dysphagia, using a long tube of the Mousseau-Barbin or Celestin type, has in general been more successful than the use of the Souttar tube, which frequently became dislodged or blocked. In the present series, 28% of the 36 patients died within the first week while 50% were dead within three weeks. However, the prognosis was far worse when intubation was used to palliate dysphagia due to posterior mediastinal Celestin tube now commercially available, which is made of softer rubber rather than natural polythene, will reduce the hazard of gastric ulceration.
